programs that are available, including breast and cervical cancer screening. 4 Brazil has an organized public national cervical cancer screening program with cytology as the main strategy for primary screening. C ervical cancer is the fourth most common cancer in women worldwide, and its incidence and mortality are disproportionately high (>80%) in low-and middle-income countries as compared with high-income countries. 1 Cervical cancer is the second most frequent cancer among women in Brazil with an age-standardized incidence rate of 16.3 in 100,000 and ranks fourth in cancer mortality among women (7.3/100,000).
due mostly to structural or interpersonal/intrapersonal barriers such as difficulties in accessing services at public health clinics, embarrassment, fear of the results, and lack of symptoms. [5] [6] [7] Therefore, alternative strategies must be explored to reach these women who are not coming in for their regular cervical cancer screening. One such strategy may be further training of CHWs to address the structural and interpersonal/intra personal barriers, and, consequently, promote behavior change.
The introduction of the CHW model in Brazil occurred in the 1970s as part of a social and political movement to honor one of the constitution amendments that states that health is a right and it is the government's responsibility to provide health care to all. 8, 9 The first CHWs were engaged community members who were supported by social groups and the Catholic church as catalyst of change but with a primary focus on social justice. 10 As such, their training focused on leadership, political activism, and popular education. 10 The institutionalization of CHWs within the public health system did not occur until the 1990s in the context of a Family Health Program where BHUs were specifically charged to provide care to the entire family. 11 This program includes multidisciplinary health care professionals, including CHWs. 11 However, it was not until 2002 that the CHWs were officially recognized as a profession with specific roles and responsibilities. 12 CHWs are specifically placed to reach individuals who have not been reached through the programs offered in health clinics. Because they are considered trusted members of the targeted community, 13 they can provide effective social support, 14, 15 which leads to increased access to care, especially in underserved populations. 16 With adequate training, CHWs can actively engage in interventions that aim to promote behavior change, including cervical cancer screening. 15, [17] [18] [19] [20] [21] However, the majority of studies that have demonstrated the effectiveness of CHWs' interventions do not provide a detailed description of the CHW training, and it is not clear whether or not they have focused on skills development to promote behavior change. 14, 15, [17] [18] [19] [21] [22] [23] [24] The few studies about CHW training to promote breast and/or cervical cancer screening focused only on increasing knowledge about breast and/or cervical cancer 20, 25, 26 or increasing knowledge and perceived self-efficacy in the delivery of screening interventions. 23 There are few studies focusing on behavioral skills-related intervention delivery 22, [27] [28] [29] and/or in protection of human subjects in research. 30 Therefore, although the importance of engaging 
Training Content and Implementation
The training content was divided into four key components: knowledge about cervical cancer, knowledge regarding behavior change, skills development, and knowledge and skills regarding the protection of human subjects in research, because CHWs would be consenting participants in the research study. participants were asked, in groups of four to five people, to identify strategies to promote behavior change based on scenarios of women at different stages of change (precontemplation, contemplation, preparation, action, and maintenance).
Although knowledge acquisition regarding cervical cancer and screening was a relevant topic, most of the training focused on behavioral strategies to promote behavior change.
Training began by providing basic concepts so CHWs could understand why people behave as they do as well as provide a rational for the use of different strategies to promote behavior change. Training focused on two behavior change modelsthe transtheoretical model 32 and the health belief model. 33 For instance, we presented the stages of change in written and graphic forms as a color ladder with a woman and respective facial expression for each stage walking up the ladder (e.g., precontemplation as red, contemplation as orange, preparation as yellow, action as a light green, and maintenance as darker green). Once participants understood the concepts, strategies to be used to promote behavior change (moving to the next stage), such as maintaining the color and facial expressions connections to facilitate retention of the concepts were added. This activity was followed by role playing.
Similar strategies were used when discussing the health belief model followed by the integration of these two models in their daily work. In addition, CHWs were trained in the protection of human subjects in research (adapted from the National Center for Professional & Research Ethics), 35 and the research protocol. In our study, CHWs were responsible for obtaining women's consent, baseline assessments, and intervention delivery. Therefore, during the training, CHWs were exposed to practical learning conditions (e.g., role playing and/or modeling) in which they had to perform those activities with subsequent feedback from researchers and other CHWs.
The training sessions were delivered over 16 hours in 3-day sessions (one 8-hour session and two 4-hour sessions). The first and second sessions occurred on 2 consecutive days.
The third session occurred immediately before they began the intervention 2 months later to give them time to process the content and have the opportunity to implement some of the skills in their day-to-day work. The training sessions were administered by two of the authors (N.K., I.C.S. and confidence were assessed using the same Likert scale.
Perceived knowledge was classified into two categories: 
RESULTS

Sociodemographic Characteristics
As shown on Table 2 , 15 CHWs were trained. The mean age was 49 years and the average work experience as a CHW was 9.9 years. Although all CHWs reported that they worked in the promotion of cervical cancer screening, less than onehalf reported they received any training on cervical cancer. In contrast, the majority (86.7%) reported previous participation in behavior change training. All participants reported that they had heard about cervical cancer, Pap test and HPV, and 86.7% (n = 13) indicated that they perceived themselves to be at risk for cervical cancer.
Objective and Perceived Knowledge, Perceived Skills, and Confidence Assessment
Objective knowledge about cervical cancer, behavior change, and the protection of human subjects in research increased significantly between pretraining and post-training as well as their perceived knowledge about behavior change and cervical cancer (Table 3 ). There were no significant changes in their perceived skills to promote behavior change and motivate women to be screened for cervical cancer. 
RESULTS
Although some studies have described CHWs training to promote cervical cancer screening, 20, 22, 23, [25] [26] [27] 30 this study focused on implementing and evaluating CHWs training to deliver a brief educational session to promote cervical cancer screening among underscreened/unscreened women. Results
show that the training resulted in significant improvements in both objective and perceived knowledge regarding cervical cancer, protection of human subjects in research, and behavior change among the CHWs.
Studies have shown the effectiveness of CHW-based interventions, especially when these interventions are informed by behavior change theories. [36] [37] [38] Despite CHWs' participation in cancer screening activities, they indicated that they had not received any training or information on cervical cancer screening, which was confirmed by the significant differences in objective knowledge about cervical cancer and screening between pretest and post-test. There were also significant pretraining and post-training changes in objective knowledge with regard to behavior change strategies and protection of human subjects in research. In our experience in training
CHWs in a variety of settings, we have found that these individuals tend to have very low health literacy, which requires a balance on how much knowledge should be provided as well as how this knowledge is delivered. 29, 39 It has been shown that low health literacy individuals have worse short-term memory and working memory than individuals with high literacy. [40] [41] [42] Although information on cervical cancer and screening seems to be "simple" and straightforward, major mental effort in the working memory (cognitive load) is necessary to integrate knowledge ranging from basic anatomy knowledge to how to "translate" this new information to the community members. This is particularly true when the recipients have less education and health literacy than the CHWs. Therefore, we limited our presentation and discussion to the most salient information to minimize the cognitive load in the working memory. We also sequenced the information in "pieces" or "chunks" that built on each other over time and paired them with practical applications and direct positive reinforcement to assure that participants could acquire and "translate" the Self-perception about knowledge related to behavior change 3.13 (1.5-4) 3.57 (2.50-4.5) .027
Self-perception about skills to promote behavior change 3.32 (2.2-4) 3.39 (2.6-4.6) .695
Self-perception about confidence to promote behavior change 3.37 (2-4) 3.43 (3) (4) .582 Cervical Cancer and Community Health Workers knowledge while building their self-confidence in doing so. 43 This also served as a model on how they could implement the behavior change strategies to motivate underscreened/ unscreened women to be screened for cervical cancer as well as engagement in other behaviors that they encountered in their day-to-day work (e.g., adherence to medication, prenatal care). That is, it was important for them to understand the why behind the behavior change strategies used (e.g., use of different strategies among women in different stages of change, problem-solving skills). Although CHWs are part of the health care system, they took time off from their daily activities to attend a 3-day training. However, as described, the acquired knowledge and skills can be generalized to other behaviors (e.g., adherence
to medication, diabetes management), and, consequently, can improve their effectiveness as CHWs. Fourth, little is known about the sustainability of this approach, because this training was conducted in the context of a research project with a short duration.
Overall, the primary contribution of this study is a detailed description of the CHW training process to promote cervical cancer screening among underscreened/ unscreened women in the context of an academic-public health sector partnership. Another major contribution is the focus on promoting capacity building among CHWs to promote behavior change. CHWs are the critical link between the health care system and the community as they have the ability to "translate" medical knowledge to a language that community members can understand and they can provide the social support needed to promote and maintain behavior change. To be successful, they must be appropriately trained to perform these roles.
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